The three authors contributed equally to the study OBJECTIVE: The present study aimed to investigate the relationship between obesity and mortality in patients with community-acquired pneumonia (CAP) in China. METHODS: In total, 909 patients with CAP were recruited for this study from January 2010 to June 2015. All patients were selected and divided into 4 groups according to their body mass index (BMI) values. All patients' clinical information was recorded. The associations among mortality; BMI; the 30-day, 6-month and 1-year survival rates for different BMI classes; the etiology of pneumonia in each BMI group; and the risk factors for 1-year mortality in CAP patients were analyzed. RESULT: With the exception of the level of C-reactive protein (CRP), no other clinical indexes showed significant differences among the different BMI groups. No significant differences were observed among all groups in terms of the 30-d and 6-month mortality rates (p40.05). There was a significantly lower risk of 1-year mortality in the obese group than in the nonobese group, (po0.05). Logistic regression analysis showed that there were seven independent risk factors for 1-year mortality in CAP patients, namely, age, cardiovascular disease, cerebrovascular disease, obesity, APACHE II score, level of CRP and CAP severity. CONCLUSION: Compared with nonobese patients with CAP, obese CAP patients may have a lower mortality rate, especially with regard to 1-year mortality, and CRP may be associated with the lower mortality rate in obese individuals than in nonobese individuals.
' INTRODUCTION
Community-acquired pneumonia (CAP) is a common disease that frequently causes hospitalization and death in the elderly (1) . As the 2010 Global Burden of Disease Study reported, lower respiratory tract infections, including pneumonia, have become the fourth most common cause of death worldwide, exceeded only by ischemic heart disease, stroke and chronic obstructive pulmonary disease (COPD) (2) . Studies have already demonstrated several relevant risk factors for CAP, such as age 465 years, smoking, alcoholism, weight loss, immunosuppressive conditions, cardiovascular disease, poor functional and nutritional statuses, heart disease, renal disease, cerebrovascular disease and chronic obstructive pulmonary disease (COPD) (3) . Additionally, environmental exposure to substances such as second-hand smoke, gases, fumes and chemicals also may lead to CAP (4) .
Compared with younger age groups, the elderly have significant differences in terms of their demographics, risk factors, clinical presentations, and disease etiologies (5) . Although there is no information about the microbial etiology of CAP in the current clinical guidelines, Streptococcus pneumonia, Staphylococcus aureus and Enterobacteriaceae are considered the main causes of pneumonia in the elderly; some previous studies also found that Chlamydophila pneumoniae and viruses can cause pneumonia in the elderly (6) . Due to special conditions pertaining to elderly individuals, elderly patients with CAP always have poor prognoses, with a high mortality rate of approximately 5-15% (7); this high mortality rate remains a challenge in the clinical setting.
Obesity is generally considered a major risk factor for many diseases, such as hypertension, cardiovascular disease, lipid disorders, and type 2 diabetes (8) . However, it is thought that patients a higher body mass index (BMI) values may have lower mortality rates in epidemiological studies (9) . Recently, it was found that the mortality due to CAP is lower in obese elderly patients than in normal weight elderly CAP patients (10, 11) . However, due to a lack of adequate data, the mechanism underlying this difference is not clear, and the relationship remains contentious.
To the best of our knowledge, few studies have focused on the relationship between obesity and long-term mortality. The present study aimed to explore the impact of obesity on long-term mortality in CAP patients older than 55 years, as well as the possible mechanisms underlying this effect. This study may provide more clinical evidence and a better understanding of lower mortality in obese patients than in nonobese patients with CAP.
' METHODS

Patients
In the present study, a retrospective analysis was conducted with 909 of the 1013 patients older than 55 years with CAP who presented at Wuhan People's Hospital of Dongxihu District, China, from January 2010 to June 2015. The diagnostic criteria for CAP were as follows: 1) fever (438 o C), cough, purulent sputum or change in the characteristics of the respiratory secretions; 2) a radiographic infiltrate compatible with pneumonia; and 3) laboratory data, such as leucopenia, leukocytosis, and increased arterial-alveolar gradient (6) . Patients with immunosuppression, organ transplantation, active thoracic malignancy, hospital-acquired pneumonia, pulmonary embolism, chemotherapy, or corticosteroid therapy were excluded. All patients were treated according to the local management protocols for CAP. Patients were divided into different groups according to body mass index (BMI) values as follows: 1) obese (BMI 430), 2) overweight (BMI 25 to o30), 3) normal (BMI 18.5 to o25), and 4) underweight (BMIo18.5). The study was approved by the Ethics Committee of Wuhan People's Hospital of Dongxihu District.
Data collection and patient assessment
All patients underwent clinical and laboratory evaluations. Baseline observations (including blood pressure and respiratory frequency) and standard blood tests (complete blood count, liver function tests, coagulation profile, white blood cell count (WBC), and the determination of the levels of urea, electrolytes, C-reactive protein (CRP), procalcitonin (PCT), interleukin-1 (IL-1) and tumor necrosis factor (TNF-a)) were performed upon patient admission. Biomarker levels were measured within 24h after admission.
Acute Physiology and Chronic Health Enquiry (APACHE-II) scores and the Pneumonia Severity Index (PSI) were used to assess the risk of CAP in the patients (12, 13) .
Of the initial 1013 patients, 104 patients were excluded, and 909 (89.73%) patients were included. These patients had a known 1-year survival status and BMI. We also recorded the 30-day survival, 6-month survival and 1-year survival for different BMI classes to determine the relationship between BMI and mortality. All patients were followed for 1 year by telephone or outpatient follow-up visits. Furthermore, the etiology of pneumonia was also studied according to BMI group was in this report. The detailed clinical information for all patients is listed in Table 1 .
Statistical analysis
Patient characteristics are presented as medians (IQR 5 th -95 th percentiles), and frequencies are expressed as percentages. Comparisons between two groups were performed with Student's t-test, and comparisons among three or more groups were conducted using one-way analysis of variance (ANOVA) followed by the Tukey post hoc test. The Chi-square test was used to compare the rates. For the survival analysis, survival time was calculated from the date of hospital discharge to the date of death up to 1 year, and Kaplan-Meier curves were generated. The association between mortality and BMI class was further assessed by Cox regression analysis adjusted for the PSI scores (model 1=adjusted for severity), sex, age, APACHE II scores, cardiovascular diseases, and other comorbidities including biomarkers (model 2=fully adjusted) with the normal BMI group (18.5 to 15 kg/m 2 ) defined as the reference group. Moreover, hazard ratios (HRs) with 95% confidence intervals (CIs) were used to present the results of the time to the event analysis. For logistic analysis, univariate analysis was performed using w 2 tests and Student's t-tests as described above, and the significant factors in the univariate analysis were included in logistic multivariable regression to define possible risk factors for 1-year mortality in patients. Multivariable analysis was performed with logistic regression models with a stepwise adjustment method.
All calculations were performed with SPSS version 18.0 (SPSS Inc., Chicago, USA). A p-value o0.05 was considered statistically significant.
' RESULTS
Basic clinical information for all included patients
According to the BMI levels, out of the total 909 CAP patients older than 55 years old, 73 (7.7%) were in the underweight group, 409 (45.3%) were in the normal weight group, 285 (31.4%) were in the overweight group, and 142 (15.6%) were in the obese group. Clinical characteristics, symptoms, signs and laboratory test results were recorded on admission, and the patients were classified by BMI. The results are shown in Table 1 . The median duration of hospital stay for the study groups was 5 days (IQR 3-13 days), and the longest mean duration was for the underweight group, followed by the obese group. However, there were no significant differences in the duration of hospital stay among the groups. Regarding the inflammatory factors, there were no significant differences between different groups in terms of the WBC count (p=0.162), PCT level (p=0.982), IL-1 level (p=0.658), or TNF-a level (p=0.102), but a significant difference was observed in the level of CRP in different groups (p=0.045).
Association between mortality and BMI classes after 30 days, 6 m, and 1 year
In this study, we also followed patient mortality 30 days, 6 months and 1 year after their discharge from the hospital, and the mortality rates were 4.7% (95% CI 3.4-6.8), 8 .6% (95% CI 8.3-11.9) and 14.9% (95% CI 12.4-18.2), respectively ( Table 2) . In this analysis, the normal weight group (BMI 18.5-25.0) was the reference group. Model 1 and model 2 represent different BMI groups. The association between higher BMI and 30-day mortality and 6-month mortality was not significantly different between the two models. However, mortality was significantly lower in the obese group than in the reference group in models 1 and 2 (po0.05) ( Table 2 and Figure 1 ). To confirm whether inflammatory factors can explain the reduced mortality in the obese group, these factors were also included in the fully adjusted model. Moreover, the effect of obesity on mortality was not changed by the inclusion of biomarker levels.
Distribution of etiologies in different BMI classes
Finally, this paper studied the distribution of etiologies in different BMI classes (Table 3) . The most frequent etiology in patients was infection with S. pneumonia, followed by pneumococcal bacteremia and infection with Haemophilus influenza. No significant differences were found among the four groups regarding the prevalence of pathogens.
Risk factors for 1-year mortality in CAP patients
Finally, we investigated the risk factors for 1-year mortality in CAP patients. Risk factors associated with mortality in CAP patients were compared with those in living patients, and the results are shown in Table 4 . Among the fifteen factors investigated, seven factors, namely, age, cardiovascular disease, cerebrovascular disease, obesity, APACHE II scores, and severity levels of CRP and CAP, were significantly different in deceased patients than in living patients (po0.05). These factors were further analyzed by multivariable logistic regression analysis. The Hosmer-Lemeshow test showed that the model fit well (sig.=0.526). The results showed that all seven factors were associated with and independent risk factors for 1-year mortality in CAP patients (Table 5) . These results were consistent with the results of the analysis of the relationship between obesity and 1-year mortality in CAP patients and thus further demonstrated the relationship between these factors.
' DISCUSSION Community-acquired pneumonia (CAP) remains a leading infectious cause of morbidity and mortality (14) , and it frequently causes hospitalization and death in the elderly. A range of lifestyle factors and underlying medical conditions, such as alcoholism, smoking, and chronic heart diseases, are associated with an increased risk of CAP (3). However, despite the substantial progress in diagnostic methods and treatment technology for CAP, the poor prognosis of CAP is still a large problem in the clinical setting. Recently, the phenomenon that obese elderly patients with CAP might have a lower mortality rate than that of normal weight CAP patients has attracted scholars' attention. Several studies have reported related findings; however, a deeper understanding and more clinical evidence are still needed to demonstrate the relationship between obesity and lower mortality in elderly patients with CAP, especially with regard to the relationship between obesity and long-term mortality in CAP patients. In this report, we demonstrated that obese individuals might have a lower mortality rate than nonobese individuals, especially with regard to 1-year survival after admission, and we demonstrated that the effect might be associated with the level of CRP. We also demonstrated that obesity might be an independent risk factor for mortality in CAP patients, which was rarely seen in previous studies.
First, we found that, unlike the CRP level, the levels of PCT, TNF-a and IL-1 showed no significant difference in obese and nonobese CAP patients. Singanayagam et al demonstrated that compared with nonobese patients, obese patients had higher levels of C-reactive protein (7) . Braun N et al found that the WBC counts and PCT levels did not vary significantly in different BMI groups (15) . The results of these related studies are consistent with our findings.
Second, we found that elderly obese patients (BMI430 kg/m 2 ) with CAP had lower mortality rates than other groups of patients. However, the difference in the mortality rate was only found to be significant for the 1-year mortality rate, while the differences were not significant for the 30-day mortality and 6-month mortality rates in different BMI groups, indicating that the influence of obesity on mortality in CAP patients might be mainly long term. A previous report (15) found lower mortality rates occurred in the obese group than in the nonobese group after 6 years and also found no differences in the 30-day and 1-year mortality rates in different BMI groups. In addition, Hong et al demonstrated that frailty and readmission due to CAP were associated with higher 1-year mortality rates in older patients hospitalized for CAP (16) . These different results might be due to different study populations and the different conditions of the patients, and they need further research for confirmation. The etiology of pneumonia was also investigated in our study. The distributions of risk factors were not significantly different in different BMI classes, which was similar to the findings of other related studies (17) . Finally, we investigated the possible risk factors for mortality in CAP patients, and the results showed that age, cardiovascular disease, cerebrovascular disease, obesity, APA CHE II scores and CAP severity were all independent risk factors for 1-year mortality in CAP patients. Some related studies have identified the risk factors for mortality in CAP patients. Que et al studied CAP patients in the ICU and found that a CRP value at admission o169.5 mg/L predicted a fatal outcome (18) . In a 5-year study of long-term mortality after hospitalization for CAP, the authors found that age, cardiovascular disease, COPD, immunocompromised status, and low serum albumin level at admission were all independent risk factors for long-term mortality in CAP patients (19) . However, whether obesity is an independent risk factor for mortality in CAP patients or not remains controversial.
The study also had some limitations. First, the study sample size was small. Second, the mechanism by which the level of CRP influences mortality in obese CAP patients is still unclear and needs further study.
In conclusion, the present study was a retrospective analysis of the relationship between obesity and lower mortality in patients 455 years with CAP. The results showed that the obese group had a lower 1-year mortality rate than the nonobese group, and the effect might be associated with CRP levels at admission. Moreover, both obesity and CRP levels were independent risk factors for 1-year mortality in CAP patients. These results may provide more clinical evidence and better understanding of reduced mortality in obese CAP patients.
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